on the long history, the histology and the absence of anaEmia, primitive cells in the blood or hepatosplenomegaly. REFERENCE Bluefarb S M (1960) The Cutaneous Manifestations of the Benign Inflammatory Reticuloses. Springfield, 111. Dr G C Wells: I was struck by some points of similarity between this case and the case for diagnosis, a Jamaican, shown by Dr Rhodes and Dr R H Marten (see below). There was this same kind of lymphoid reaction, although in the Jamaican the follicles were not as clearly developed as in our case. I do not know whether these cases are to be regarded as a type of reticulosis or whether they are, as the pathologists say, 'reactive hyperplasias'.
Case for DiagnomIs ? Reticuloss E L Rhodes MlutcP DCH (for R H Marten MRCP) L F, male, aged 29 History: This Jamaican has been in England for the past seven years and during the past two years he has developed a swelling over the right occiput. The involved area itches slightly and there has been some hair loss over the swelling. He has never had any previous skin trouble or serious illness and before coming to England had not been out of Jamaica. Clinicalfindings: Over the right occiput there are two smooth round swellings which extend into the deeper layers of the dermis, the upper one being softer than the lower one. The adjacent cervical glands are moderately enlarged but there is no generalized lymphadenopathy or hepatosplenomegaly and no thickened nerves could be felt. Investigations: Hb 95%. WBC 6,900 (neutros. 36%, eosinos. 18%, basos. 1 %, lymphos. 39%, monos. 6 %). Other findings negative. Skull X-ray: There is a soft-tissue mass situated behind and below the right mastoid region. The surface of the bone beneath it is somewhat irregular but there is no indication that any bone condition is responsible for the swelling; rather it appears to arise primarily in the soft tissues.
The region of the skull cannot be so well shown that a superficial inflammatory lesion can be excluded.
Skin biopsy: Shows a fibrotic area in the subcutaneous tissue which is heavily and patchily infiltrated by chronic inflammatory cells, including many eosinophils, but no parasites were seen. There are no specific features. Treatment: None so far.
Lymphoma presenting with Folficular Mucinosis G C Wells FRcP W S, male, aged 71. Retired History: Itchy patches appeared on the scalp and face in 1957. When he was first seen at St John's Hospital in 1960 there were infiltrated plaques on the scalp and face, and superficial erythematous scaling patches on the trunk. A biopsy made from the left eyebrow was reported as 'follicular mucinosis' and he was shown at a meeting of the St John's Hospital Dermatological Society with this diagnosis.
Course: His general health has remained good. Blood counts have been normal. The plaques of the face and scalp have changed very little in the last two years, and response to superficial X-ray therapy and to local infiltration with triamcinolone suspension has been disappointing. In July 1961 an infiltrated bluish nodule of 1[5 cm diameter appeared on the scalp. Biopsy showed a dense lymphocytic dermal infiltrate. This lesion cleared spontaneously. In September 1962 a fresh infiltrated nodule appeared on the right upper arm. Biopsy showed a dense infiltrate of lymphocytes and reticulum cells suggestive of lymphoma.
Present clinical findings: Infiltrated plaques are present on the scalp and face and are most prominent in the eyebrows, glabella and malar regions. The plaques are rosy or skin coloured and show patulous follicular openings. Several have recently become more tumid. The nodule of the right upper arm has flattened after X-ray therapy. On the trunk are itchy patches of redness and scaling, and there are numerous keratotic follicular lesions.
Professor H Gotz (Essen): I have seen a case in Essen which was similar to this one, but without mycosis fungoides. The question is, how to treat it? We have given chloroquine and have seen a good effect. Eight-year history of increased thickening of the skin all over the body, associated with generalized pruritus. Three years ago started to lose the hair from the scalp and from the axillary and pubic regions.
She was investigated at the Queen Alexandra Hospital, Cosham, in November 1961 and some improvement of her skin condition was obtained with 5% tar paste. Investigations at that time were normal apart from a marked eosinophilia. A skin biopsy was performed and the histology suggested a diagnosis of early mycosis fungoides.
She was discharged from hospital with no definite diagnosis and in 1962 was given a course of L-thyroxine, 01 mg t.d.s., but this produced no improvement in her skin condition. She was admitted to the Middlesex Hospital in December 1962 for further investigations. For the past two to three months she has been feeling unwell and since her admission has been running an intermittent lowgrade pyrexia.
On examination: The skin all over the body is thickened and pigmented. There are marked furrows of the skin which give the face a leonine appearance. Alopecia of scalp, axillary and pubic regions; a few eyelashes are present. Lymph-node biopsy: The histology showed preservation of the lymph-node architecture, but there was a very marked infiltration by plasma cells. There were a few areas suggestive of very early amyloid formation. The appearances were not diagnostic of a neoplastic process; reactive inflammation could not be entirely discounted.
Skin biopsy showed focal infiltration of the upper dermis by plasma cells and histiocytes. The overlying epidermis showed some hyperkeratosis and parakeratosis.
